I 857 by reflux into it. This risk is greater in the presence of pre-operative obstructive uropathy, especially if this is complicated by a urinary infection. It is in this very group, moreover, that the most obvious need for treatment is found.
If it should be finally established that vesicoureteric reflux produces a condition of the kidney indistinguishable from chronic pyelonephritis, even in the absence of urinary infection (Hodson & Edwards 1960) , any procedure which merely involves division or resection of the ureterocele would have to be deemed potentially dangerous.
Clearly, more information is required to assess the true incidence of vesico-ureteric reflux following surgical treatment of ureterocele. It would seem reasonable to suggest that post-operative examination by micturating cystourethrography should form an integral part of the management of all cases of surgically treated ureterocele.
Spontaneous Rupture of the (Esophagus [Abridged] by N D O'Connell MB FFR1 (Southmead Hospital, Bristol) Spontaneous rupture of the cesophagus may occur in a healthy organ or in one weakened by inflammation. Rupture must first be differentiated from perforation, which can be a result of direct trauma or instrumentation or a local disease process of the cesophageal wall. Rupture is almost always abrupt in onset with no symptoms previously referable to the organ. It usually occurs at the lower end and the tear is linear and in the longitudinal axis. ,Etiology: The two main factors concerned in the aetiology of spontaneous rupture are increased intraluminal pressure within the cesophagus and peptic oesophagitis and ulceration.
Increased intra-cesophageal pressure is usually due to vomiting or retching and sometimes to increased intra-abdominal pressure.
Pre-existing inflammation was confirmed in 17 out of 23 cases reported by Ridgway & Duncan (1937); and Wangensteen (1952) The classical history is that of a healthy, robust man, a heavy eater and fond of alcohol, who vomits following a large meal. The vomiting gives rise to a sudden, severe pain in the epigastrium and left lower chest which is rapidly accompanied by shock, dyspneea and cyanosis. Clinically, crepitations at the left base are rapidly followed by dullness on percussion and absent breath sounds. Surgical emphysema is found in approximately 60% of cases and can occur as soon as one hour afterwards, but subdiaphragmatic air has never been reported.
Air may be visible in the neck or mediastinum and is probably best seen on the posteroanterior chest film where, when mediastinal, it is often localized to the left of the aortic arch or descending thoracic aorta.
Following the rupture, food debris and gastric contents collect in the mediastinum. An overpenetrated chest film will usually reveal this mediastinal collection as a fusiform opacity with a fluid level through the heart shadow. Almost inevitably, it wiU give rise to sepsis, which increases the shock. The patient then becomes pale, anxious and weak, and is restless and sweating.
His temperature rises to 990 or 100°F and the hypotension gets worse. He may complain of severe thirst, and movements of the spine make the pain worse; eventually neck rigidity appears, if the retropharyngeal space becomes involved. By a similar mechanism the voice may be altered and a nasal twang is common. If no treatment is undertaken, death follows rapidly. Linear gas is present along the descending thoracic aorta and along the left diaphragmatic surface. Gas is also visible along the diaphragm behind the heart shadow and an air fluid level can be seen through the heart outline On the day following admission a chest film showed surgical emphysema in the neck and alongside the aortic arch; a later, more penetrated, film showed an air fluid level through the heart shadow and also showed the V sign, i.e. air linearly along the left side of the descending thoracic aorta and outlining the left half of the diaphragm (Fig 1) . Rupture of the cesophagus was diagnosed. The patient was treated conservatively and gradually recovered; barium swallow two weeks later showed a peri-cesophageal cavity. He was discharged three weeks after the barium swallow and some six years later was completely well.
Case 3 Man aged 37, robust and healthy Admitted with pain in the abdomen and left lower chest. The previous evening he had had a large meal and immediately afterwards had felt sick and vomited. He had had no pain prior to feeling sick, but immediately he vomited he developed severe pain which became worse. Erect and supine films of the abdomen showed linear air through the heart shadow with some mottled areas lying medially which were interpreted as due to extruded food particles. No subdiaphragmatic air. A Lipiodol swallow showed no extravasation. Nevertheless, a diagnosis of spontaneous rupture was made.
At thoracotomy the same evening rupture of the cesophagus was confirmed and the failure of the Lipiodol swallow to show the leak was explained as the longitudinal tear was firmly occluded by a bolus of food. Post-operatively he developed some chest complications, but he was discharged well within three months.
Case 4 Man aged 81
This patient had an attack of vomiting the evening before admission. Later he complained of severe upper abdominal pain which lasted four or five hours. It then subsided, but recurred later that night while he was in bed, and persisted from then on. He was diagnosed as an exacerbation or perforation of a peptic ulcer. However, abdominal X-ray showed a left effusion, and again mottled gas shadows were noted alongside the lower thoracic aorta. The possibility of spontaneous rupture was suggested and a chest film showed an increase in the size of the left effusion but no subcutaneous emphysema. A barium swallow revealed no extravasation, but showed a small constant niche on the left lower aspect of the cesophagus, adjacent to the mottled lung shadows. These shadows were regarded as food residue in the mediastinum, with subsequent sealing of the rupture. The effusion was tapped and 500 ml of fluid, containing bile and pus, was aspirated. He was later transferred to the thoracic unit and intercostal drainage was instituted, but he deteriorated rapidly and died.
At post-mortem he was found to have a rupture of the aesophagus with mediastinitis and a left-sided empyema.
Diagnosis: It is said that only about 25 % of cases of spontaneous rupture are diagnosed preoperatively, the most common misdiagnosis being perforated peptic ulcer. Wangensteen (1946) , however, maintains that the diagnosis is so easy that it can be made over the telephone and most cases, in fact, tend to follow the classical description closely. Barrett (1946 Barrett ( , 1947 says that a combination of rapid respirations, abdominal rigidity and subcutaneous emphysema is diagnostic, especially if these changes are precipitated by vomiting or retching. Radiologically, the most important single investigation is an erect chest film. This will immediately exclude subdiaphragmatic air or a spontaneous pneumothorax. It may reveal mediastinal or cervical emphysema, and possibly the V sign (Naclerio 1957) (Lillington & Bernatz 1961) , when the condition is untreated, is about 25% at twelve hours and 70% at twenty-four hours. Up to 1946 (Eliason & Welty 1946 ) the mortality rate was almost 100%. Thoracotomy with direct suture of the tear has a mortality rate of 10-33 % according to different observers, with a low morbidity rate of 13-22 days, whereas in surgical drainage without suture of the tear the mortality rate varies from 46% to 66% with a morbidity lasting from six weeks to one and a half years.
Bowel Content Shift During Normal Def2cation [Summary] by James Halls MB DMRD1 (St Mark's Hospital, London) In the early part of this century a number of workers opacified faces in a variety of different ways in order to study normal colonic movement. It is the purpose of this paper to describe a new method by which gross movements of the colon can be observed radiographically. Using this method we have studied the distribution of faeces in the colon of normal volunteers both before and after deftcation.
Method
Eighteen volunteers were studied. Fifty-four barium-impregnated discs of 2, 3 and 5 mm diameter were given to each volunteer over the thirty-six-hour period before examination. In most cases 18 of the smallest discs were sprinkled evenly throughout a meal eaten thirty-six hours before the first radiograph was taken, 18 mediumsized discs were taken with breakfast and 18 of the largest discs with supper on the day before On arrival in the department a plain radiograph of the abdomen was taken (Fig 1) , followed by a second film as soon as the volunteer experienced a natural urge to defecate. A third film was taken immediately after defaecation.
Fast films and screens and a high kilovoltage were used to take the films to reduce the amount of irradiation. The films were not of good diagnostic quality but were adequate for the recognition of the individual discs. Gonadal protection was provided and no female volunteers were included because of the difficulty in providing adequate protection for the ovaries.
Results
Physiologists state that the rectum remains empty until the act of defecation is about to occur and then it acts merely as a passageway. The present study does not support this contention since all but one of the volunteers had ftces in the rectum and yet no urge to defxcate.
Because discs of three different sizes had been used it was possible to relate the position in the colon to the hour of administration. Each meal was found to be spread over a long segment of colon. A certain amount of free mixing occurred in the right side of the colon and in some cases a significant number of discs taken
